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Cardiovascular diseases such as heart disease, heart failure, hypertension and stroke continue to be leading causes of death for both men and women in the United States 2. According to the Centers for Disease Control and Prevention (CDC), around 610,000 die of heart disease in the United States every year, which equivalates to 1 out of every 4 deaths 12. The most common form of heart disease, coronary heart disease, is directly related to the deaths of over 370,000 people on an annual basis 12. Every year in the United States, around 735,000 Americans have a heart attack. Over 71% of those who have a heart attack each year identify the heart attack as their first one, and in comparison, nearly 29% have already experienced a heart attack 13. According to the CDC, 1 out of every 3 adults in the United States have high blood pressure, which is around 85 million Americans today 12. Although high blood pressure is a risk factor for many serious health conditions and diseases, it is modifiable and can be altered with lifestyle changes, medication, and additional skills to assist in the maintenance of controllable blood pressure levels. 
To address the high prevalence of cardiovascular diseases in the United States, the American Heart Association has collaborated with other national health agencies, non-profit organizations and medical organizations in order to create and increase awareness to stimulate change. Target: BP is an evidence-based initiative that was created in 2015 to address the high prevalence of hypertension in the United States 18. The program is focused on medical practices and health service organizations and encourages these entities to prioritize blood pressure management and control amongst their patient populations. Organizations that register for the program are supported by the Target: BP support group that grants access to the latest research in blood pressure control to registered organizations, as well as tools and resources to set them up for success in administering high quality care to their patients. Target: BP is based upon the M.A.P. framework, an evidence-based algorithm in which clinicians and health care workers follow to improve patient blood pressure readings in their patient populations 21. The evidence-based algorithm consists of measuring blood pressure accurately, acting rapidly when blood pressure readings are high and partnering with patients, families and communities, and was created by a team of clinicians, experts in hypertension, quality improvement experts through an in-depth process which included literature review, thorough review and feedback from internationally recognized experts in the field, and pilot testing among a sample of primary care practices 21. By following the evidence-based algorithm, the Target: BP program assists health care organizations and medical practices to best serve their patients and improve population health outcomes in the United States 18. Considering the program is still relatively new, the American Heart Association has been seeking opportunities to create awareness about the program. In May of 2017, the first “Target: BP Symposium” was held in Los Angeles, California. Less than a year later, Pittsburgh, Pennsylvania held the second symposium on January 30, 2018. Health care providers, clinicians, nurses, and other public health leaders were invited to learn from researchers and clinicians who specialize in hypertension and blood pressure control about the updated blood pressure guidelines, the most effective blood pressure measurement techniques, and common errors in blood pressure readings. To evaluate the effectiveness of the symposium, an evaluation survey was sent to all attendees in which their feedback was requested including questions such as “Will the information presented cause you to make any changes in your practice?” as well as “What barriers may present you from implementing change in your practice?” In addition, program effectiveness was measured by the number of health service organizations that registered with Target: BP as a result of the symposium. 
1.1	HIGH BLOOD PRESSURE OVERVIEW
High blood pressure occurs when a person’s blood pressure, the force of blood pushing against the walls of blood vessels, is too high at a consistent level 2. As many have learned from basic human anatomy classes, our bodies need oxygenated blood to be carried through our circulatory system to our tissues and organs. As the human heart beats, pressure is created which pushes blood through various blood vessels including arteries, capillaries and veins. The pressure is created through two units known as systolic pressure and diastolic pressure. Systolic pressure occurs when blood is pumped out of the heart and through the arteries, while diastolic pressure occurs as the heart rests between beats 2. The two types of pressure are represented through blood pressure readings. The systolic pressure is represented by the first number and a healthy level is defined as 120 or below, and in contract the diastolic pressure is represented by the second number in blood pressure readings and is considered a healthy level when it is less than 80, according to the AHA and the American College of Cardiology’s 2017 guidelines on high blood pressure 2. A blood pressure level is elevated when it is between 120-129 mm Hg systolic and it is advised that lifestyle changes need to be met in order to reduce the level to a healthier reading. High Blood Pressure (Hypertension) Stage 1 is defined as a systolic reading of 130-139 mm HG or a diastolic reading of 80-89. High Blood Pressure (Hypertension) Stage 2 occurs when a systolic reading is 140 or greater or a diastolic reading is 90 or higher, and lastly the Hypertensive Crisis level is reached when the systolic blood pressure is higher than 180 and/or the diastolic reading is higher than 120 2 (Figure 1). Although both systolic and diastolic readings are important to maintain, systolic blood pressure readings is a more significant risk factor for cardiovascular disease 16 
A patient with a high blood pressure reading is at risk for developing many serious medical conditions including cardiovascular problems such as heart failure and heart attack, vision loss, stroke, kidney disease/failure, incredible chest pain, peripheral artery disease (PAD), cardiovascular disease and death 2. Hypertension has been known as the “silent killer” as it can cause chronic illnesses without always showing symptoms. Although the systolic reading for high blood pressure begins at 130, readings as low as 115 mm Hg increases the risk of cardiovascular related conditions 9. Hypertension is the leading cause of death in the industrialized world and in high-income countries 10. This is because people tend to live longer in highly industrialized countries and the arteries in the human body change throughout the aging process. Therefore, a person is more likely to have hypertension as they increase in age. Genetics also plays a vital role in hypertension, considering there is significant evidence showing that if hypertension runs in a person’s family, they will be at a greater risk in having high blood pressure as well 2. Lifestyle also plays a critical role in hypertension risk as an unhealthy diet, or being overweight or obese, while also lacking in the recommended amount of physical activity can greatly increase your risk. Other lifestyle related factors that increase one’s risk of becoming hypertensive include smoking, alcohol consumption, sodium intake, high fat consumption, diabetes and mental health. Hypertension is a relevant public health challenge in the United States, as well as other countries, due to the high prevalence and association with cardiovascular related diseases and premature death 16. 
The goal of decreasing the prevalence of high blood pressure in the United States has been recognized nationally through Healthy People 2020. The Healthy People 2020 objectives were created by federal agencies including the U.S. Department of Health and Human Services (HHS), as well as public health stakeholders. The mission of these objectives is to identify health concerns nationwide and strive for improvements, increase public health awareness and understanding of the determinants of disease, disability, and overall health and seeking opportunities for progress, provide measurable objectives and goals that are appropriate at the national, state, and regional levels and identify critical research, evaluation, and data collection demands 17. The vision of the Healthy People 2020 plan is a society in which all people are able to live long and healthy lives, and specific public health goals have been sent with the intention that they will be met by the year 2020. Heart disease and stroke are among 40 total objectives of Healthy People 2020. The initiative has set the goal to improve cardiovascular health and quality of life for people in the United States through prevention, identification and treatment of risk factors for heart attacks and stroke (which includes high blood pressure), early stage detection and treatment of heart attacks and stroke, as well as the prevention of repeated cardiovascular events and ultimately, a deduction in deaths related to cardiovascular disease 17. The specific objectives that have been outlined in order for the goals to be met include:
o	Increase overall cardiovascular health in the U.S. population
o	Reduce coronary heart disease deaths
o	Reduce stroke deaths
o	Increase the proportion of adults who have had their blood pressure measured within the preceding 2 years and can state whether their blood pressure was normal or high
o	Reduce the proportion of people in the population with hypertension
o	Increase the proportion of adults who have had their blood cholesterol checked within the preceding 5 years
o	Increase the proportion of adults with hypertension who are taking the prescribed medications to lower their blood pressure
o	Increase the proportion of adults with hypertension whose blood pressure is under control

Target: BP aims to reduce the number of Americans who suffer from heart related medical conditions such as heart attack and stroke by working collaboratively with clinical staff, medical practices and health service organizations, to make a direct impact on the quality of care patients receive and therefore improve the population health of the United States.
According to the social ecological model, social determinants of health include social, economic, cultural, environmental, and health related conditions and policies that impact the population globally, nationally and regionally 14. Living conditions, working conditions, social networks including family and community, and individual traits and behavior including age, sex, race, and biological traits, all play a role in health outcomes. When evaluating high blood pressure levels among the population, it is imperative to be mindful of the social determinants of health, as these factors have been found to directly increase the burden of high blood pressure and associated health risks. High blood pressure levels tend to be incredibly more prevalent in Latino and African-Americans in the United States compared to Caucasians 3. Deaths related to stroke are two times more common in African-Americans and the age of onset for diseases such as stroke or cardiovascular conditions are much greater in African-American communities 3. Although some differences across cultures regarding food and lifestyle choices may play a role in the variances of hypertension rates, the social determinants of health play the largest role in health outcomes. 
The prevalence of high blood pressure among adolescents and children has also been examined in the National Health and Nutrition Examination Survey (NHANES), which was conducted by the National Center for Health Statistics 16. As seen in Table 1 below, high blood pressure rates among children and adolescents was 2.6% in males and 3.4% in females between the ages of 8-17 years, between the time period of 2003 to 2006 16 (Table 1). 

Table 1. Age- Specific Prevalence of Hypertension in the U.S. Adult Population
Age-Specific Prevalence (Standard Error) of Hypertension in the U.S. Adult Population: NHANES 1999-2004










Source: Adapted from Committee, on Public Health Priorities to Reduce and Control Hypertension in the U.S. Population, and of Medicine Institute. (2010) Population-Based Policy and Systems Change Approach to Prevent and Control Hypertension. National Academies Press.

A cohort study of 14,187 children and adolescents between the ages of 3-18 years examined the results of the participants’ blood pressure readings over the course of 3 or more visits with a physician. Out of the 507 children and adolescents that were found to be hypertensive, 26% of them had a diagnosis of hypertension or elevated blood pressure documented in their electronic medical records 8. Out of the 485 children that were found to have elevated blood pressure levels, 11% had an appropriate diagnosis documented in their medical record. Not only is high blood pressure prevalent in young children and adolescents, but the amount of children that may be underdiagnosed is concerning. With obesity rates in young children on the rise, it is crucial to keep in mind the determinant in relation to health that undiagnosed and untreated hypertension in children can cause. 
Chronic diseases are extremely prevalent in Allegheny County. According to the Allegheny County Health Department (ACHD), the region is currently facing a crisis that exceeds the national average regarding chronic disease related deaths and health care costs. According to most recent data, the rates of chronic diseases in Allegheny County including diabetes, heart attacks, stroke, and cardiovascular diseases and conditions all overwhelmingly exceed the average national levels 1 (Figure 2). When comparing heart disease related deaths over the age of 35 in Pennsylvania, Western Pennsylvania has overall higher age-adjusted average annual rates per 100,000 in comparison to Eastern Pennsylvania 12 (Figure 3).
1.2	TARGET: BP OVERVIEW 
The American Heart Association (AHA) and the American Medical Association (AMA) collaborated to implement the evidence-based nationwide program, Target: BP, in 2015. The program was created to address the critical issue of hypertension prevalence in the United States. It aims to reduce the number of people who have heart attacks, strokes, and other major health conditions caused by high blood pressure by urging medical practices, hospitals, and health service organizations to prioritize blood pressure management and control 18. Target: BP aims to empower hospitals, medical practices, health service organizations, physicians and other clinical staff and care teams to reduce blood pressure to the goal of 130/80 mmHg 18. This will help to improve health outcomes for each patient and will reduce their risk of heart related complications. To enroll in the program, medical practices, hospitals, care teams and other health service organizations register on the Target: BP website. A multitude of tools and resources are accessible via the website to assist registrants of Target: BP to reach the goals they have indicated for their organization that will improve population health outcomes. After the participant registers for Target: BP, a staff member of the AHA will work with their organization to create a tailored implementation plan with steps on how improving patient blood pressure levels within their organization might work. For this implementation plan to be created, the health service organization must provide data about their patient population which includes patient health data and blood pressure levels, which is then analyzed by Target: BP support staff. The support staff will be able to share practices or protocols that have worked in similar organizations. These evidence-based steps are crucial in ensuring the health service organization will see positive changes within the patient populations they serve.
Target: BP also encourages that participating health service organizations utilize the M.A.P. framework to encourage a positive change in patient health outcomes. Target: BP is based upon the evidence-based M.A.P. framework, which includes measuring blood pressure accurately during each measurement, acting rapidly to address readings that indicate high blood pressure and partnering with patients, families, as well as communities to promote self-management and monitoring of continued progression 18. In 2017, a study was held through Care Coordination Institute Labs of Greenville, South Carolina, to research the effectiveness of the M.A.P. framework 15. The methods of the study indicated that researchers compared blood pressure readings of over 21,000 hypertensive patients from over 16 different practices, in which they compared the readings at the beginning of the study to readings taken six months into participation utilizing the M.A.P. framework 15. Results from the study indicated that patients with controllable blood pressure rates rose from 65.6% to nearly 75% in the first six months of the intervention and out of the 16 participating health service organizations, 12 of them reported significantly improved blood pressure management within their hypertensive patient population 15. Michael Rakotz, MD, Vice President of Chronic Disease Prevention at the AMA was the author of this published study and reported, “M.A.P’s evidence-based strategies offer an opportunity for primary care practices to work with patients to quickly improve blood pressure control. […] The initiative goes hand-in-hand with national programs focused on reducing the burden of heart disease and stroke, including Target: BP” 15.  It is clear that by utilizing the resources in this evidence-based program, significant improvements in population health can occur. 

2.0 	LITERATURE REVIEW
Although hypertension prevalence is high it is important to note that the estimated number of people who have been diagnosed as hypertensive may not be correct, as errors in blood pressure measurement are extremely common. It has been said “the measurement of blood pressure is likely the clinical procedure of greatest importance that is performed in the sloppiest manner.” 5 This is due to the fact that many clinical staff are not taking the time to ensure the proper steps in measuring blood pressure accurately are taken. Rushed measurements result in inaccurate measurements. Diagnosing patients incorrectly can lead to many problems, including unnecessary and increased treatment, potentially harmful unneeded therapy, a decrease in patient confidence, and even mental health problems 6. Patient confidence can be decreased if a patient has been diagnosed with high blood pressure and has been making lifestyle changes without seeing a change in their blood pressure readings. Not only are measurement errors common with regards to high blood pressure, but patients are also having trouble in controlling their blood pressure to a healthy level. The American Heart Association reported that in 2017, 45.9% of people with high blood pressure did not have their diagnosis under control, which is over 36.7 million people 2.

2.1	CURRENT STATE OF HIGH BLOOD PRESSURE
The guidelines for measuring blood pressure and defining hypertension were evaluated and adjusted within the past year. Previously, a blood pressure reading of 140/90 mm Hg, or greater, meant that the patient had high blood pressure 9. This change in the definition of high blood pressure has caused the prevalence of hypertension in the United States to increase from 32% to around 46% 9.  The new guidelines came as a shock to Americans, as an additional 31 million people are now believed to have hypertension and are in need of treatment 9. There has been some controversy and confusion surrounding these new guidelines, as many Americans may be experiencing some stress and concern with their new diagnoses, and clinicians are wondering how treatment options will change with their influx in hypertensive patients. However, it is believed that these new guidelines will help to increase awareness of hypertension control and to encourage a team-based approach from the patient, families, clinicians, and communities to treat hypertension 9.  
2.2	BLOOD PRESSURE MEASUREMENT TECHNIQUES
Hypertension is the most common reason why people end up at their physician’s office, and the most common clinical procedure in the United States is blood pressure measurement 11. Errors in blood pressure measurement in clinical settings are extremely common. Not only is this common for practicing clinicians and health care workers including nurses and medical assistants, this issue begins when students are studying in medical school. Dr. Michael K. Rakotz, Vice President of Chronic Disease Prevention and Management at the American Medical Association and Dr. Raymond Townsend, Director of the Hypertension Program at the University of Pennsylvania, have done extensive research on how blood pressure is often measured incorrectly. Dr. Rakotz and Dr. Townsend studied data that was gathered at the American Medical Association’s House of Delegates Meeting in June of 2015, where 159 medical students participated in a blood pressure check challenge 6. The students consented to their challenge results being used for data in a study, and all reported that they had been trained on blood pressure measurement. They ranged from 1st year medical students to 4th years students, and were tested on 11 skills, which included:
1)	Asking the patient to rest for five minutes prior to the measurement
2)	Ensuring the patient has uncrossed their legs
3)	Patient should have both feet flat on the floor
4)	Patient arm should be supported
5)	Proper cuff size
6)	Cuff over bare arm
7)	Patient should not be talking
8)	Patient should refrain from reading or looking at their mobile device
9)	Blood pressure should be taken from both arms
10)	Identify blood pressure from the arm with a higher reading
11)	Inform the patient which arm should be used for future readings (the arm with the higher blood pressure reading)

The results from the study are listed here: 


Table 2. Results from Blood Pressure Measurement Study- Dr. Rakotz and Dr. Townsend

Source: Adapted from Rakotz, Michael K., MD; Townsend, Raymond R., MD; Yang, Jianing, MS; Alpert, Bruce S., MD; Heneghan, Kathleen A., MPH, Wynia, Matthew, MD, MPH; Wozniak, Gregory D., PhD. (2017) Medical Students and Measuring Blood Pressure: Results from the American Medical Association Blood Pressure Check Challenge. Journal of Clinical Hypertension. Wiley Periodicals, Inc. 19:614-619. doi: 10.1111/jch.13018

Out of the 159 medical students that participated in the challenge, only 1 student received a 100%. Most of the students received a score of only 4.1/11 (37%) and the most common incorrect procedure occurred when medical students took the blood pressure reading without asking the patient to rest for five minutes 6.  Resting helps to reduce the likelihood that a reading will be elevated due to movement or communication, and can make a significant difference of between 5-10 mm Hg in a blood pressure reading. Although there were some limitations in the study, including the fact that the sample size of medical students was quite small and the patient was simulated, the results were shocking. This study caught the attention of the Journal of the American Medical Association (JAMA) and an article summarizing the results was published Volume 318, Number 11 in September of 2017 7. Considering it has been said that improving blood pressure control “can save more lives than any other single clinical intervention”, it is critical that readings are accurate, starting from proper training in medical school to frequent trainings and mandatory reviews throughout the careers of providers 6 (Figure 5). 
2.3	THE URGENT NEED FOR INTERVENTION
High blood pressure is not only troublesome due to its negative associated health effects, it is also very costly. It is estimated that costs of hypertension in the United States is around $48.6 billion each year 19. The costs include those related to medications, health services, and missed days of work for patients with hypertension. The CDC reported that in 2015, the total (inpatient and outpatient) cost of care per capita for Medicare beneficiaries was an average of $18,917 nationwide. Allegheny County was among the counties in Pennsylvania with the highest costs, ranging from $21,566-$44,631 per capita (Figure 4). Rates of chronic diseases including diabetes, stroke, heart attacks and cardiovascular complications in Allegheny County exceed all national levels. 1. Although rates have been declining at a steady level since 1970, deaths related to unhealthy hearts attributed to more than 25% of all deaths in 2013, making it the number one cause of death in Allegheny County 20. 
3.0 	PROGRAM DESIGN 
Discussions and planning regarding the Target: BP Symposium began in April 2017, with myself, as the Community Health Intern, Jesabel Rivera-Guerra, MPH, CHES, Director of Community Health at the American Heart Association in Pittsburgh, and other AHA staff. Originally, the symposium was expected to occur on November 6, 2017. However, as finding appropriate speakers who were available on that date became difficult, the symposium was rescheduled for January 30, 2018. The event took place from 8:30 am- 3:00 pm and was held at The University Club on The University of Pittsburgh campus. The event was chaired by Sean D. Stocker, PhD, Co-Director, University of Pittsburgh Hypertension Center and was split between morning sessions that focused on Target: BP and motivating change at the clinic level, and afternoon sessions that focused on community partnerships to address hypertension in Allegheny County. The event was not sponsored and therefore CME credits were not issued to participants of the symposium. The objectives of the symposium were:
o	Create awareness about the urgency to improve high blood pressure
o	Create awareness of the existing tools, resources, and system-level strategies to improve blood pressure in the population
o	Share best practices on system-level efforts to improve hypertension, utilizing resources provided by the Target: BP program
o	Encourage health systems and medical practices to pledge a commitment to improve blood pressure control in their patient populations
3.1	SYMPOSIUM EVENT DETAILS 
Priorities for the event’s implementation from April-May were: defining the event goals, picking the appropriate venue, identifying the program agenda, and strategizing the most effective ways to raise awareness about the event. Between May-June a budget was selected for the event, we set the goals of locking in a venue, locking in a date, identifying and inviting speakers for the event, and designing materials. By August, we had finalized materials with the American Heart Association’s Communications team and the website for the event had been launched. The venue had been secured and a budget of $5,000 (including materials, venue, catering, etc.) had been finalized. The American Heart Association recommended that four months prior to the event the website should be launched, the speakers should be finalized, the venue contract should be complete, staff and AHA volunteers for the event should be recruited, and save-the-dates should be sent to the target audience members. These recommendations are based upon best practices in symposium and event planning that have been proven to be beneficial in event planning at the American Heart Association. Unfortunately, the progression in obtaining speakers was not successful four months prior to the original proposed date in November. After communicating concerns with Dr. Sean Stocker, chair of the event, it was decided to delay the symposium until January, in order to ensure we had adequate time to secure high-level speakers, which would ultimately lead to a more successful program and more effective outcomes. With the date change, we were on track with the timeline in terms of the four month goals. Three months prior to the event, registration should open, and key speakers should be mentioned on the event website. In addition, a thoughtful draft of the program and schedule of the event should be created. If speakers are traveling, their arrangements should be made and finalized and a formal invite to volunteers at the event should be sent. Two months prior to the event, all program details should be nearly finalized. If workshops or activities in addition to speakers would benefit the cause, they should be implemented and added to the program agenda. Catering for the event should be considered, if not ordered, at this point as well. During this time, outreach should be done to raise awareness about the event and increase registration numbers. One month prior to the event and in the weeks leading up to the event, frequent outreach should be done to secure last minute registrants. Travel details should be finalized for speakers, audio/visual equipment for the venue should be confirmed, tasks should be delegated to volunteers, and the agenda for the program should be finalized. Any materials that should be distributed at the event should be printed and organized in advance of the event. The materials we included were: a folder containing the agenda for the event, notes page, and a program evaluation form, as well as a flash drive containing all of the presentations from the speakers and various worksheets and resources pertaining to encouraging blood pressure management and control. 
The target audience for the event included healthcare administrators, health insurance leaders, primary care physicians, federally qualified health centers (FQHCs), medical associations, community-based leaders and public health officials including health department staff. Outreach was split between Jesabel and myself. I reached out to medical associations, and Jesabel reached out to health clinics and health service organizations. Through our efforts, we were able to secure the attendance of 75 health care professionals for the event. 

The agenda for the event can be found in Appendix B. Speakers for the event included: 
o	James R. Johnston, MD, Director of Renal Fellowship Program and Clinical Director of the Renal-Electrolyte Division at The University of Pittsburgh Department of Medicine
o	Raymond R. Townsend, MD, Director of the Hypertension Program at the Hospital of the University of Pennsylvania
o	Michael Rakotz, MD, FAHA, FAAFP, Vice President of the Chronic Disease Prevention at the American Medical Association
o	 Karen Hacker, MD, MPH, Director of the Allegheny County Health Department
o	Anita Edwards, MD, MBA, FACP, Medical Director of Gateway Health Plan
o	Esa M. Davis, MD, MPH, FAAFP, Director of UPMC Tobacco Treatment Service 

The event was co-chaired by Dr. Sean Stocker, who introduced each speaker and recapped their presentations in order to make connections to each presentation. In addition to these lectures, a blood pressure challenge activity was held through the American Medical Association. The challenge was held in a separate room at the event and the challenge was for clinicians, nurses, and other medical staff to take the blood pressure of actors. The actors were aware of the proper steps in measuring blood pressure correctly and were encouraged to “act out” in subtle ways that the administrator measuring their blood pressure should correct. For example, if the actor was talking while having their blood pressure reading, this should have been corrected by the blood pressure measurement administrator, as speaking tends to raise blood pressure levels, making the reading inaccurate. This challenge mimicked the same Blood Pressure Check Challenge that Dr. Raymond Townsend and Dr. Michael Rakotz administered at the American Medical Association’s House of Delegates Meeting in June 2015. Out of the 33 participants that participated in the blood pressure challenge activity, only 3 measured blood pressure accurately. There was also a Target: BP booth at the event, in which an American Heart Association representative was available to answer any questions about the program. Health care organizations were encouraged to register for Target: BP on-site. 
3.2	PROGRAM EVALUATION DEVELOPMENT AND DATA COLLECTION
In order to evaluate the effectiveness of the symposium, an evaluation form was distributed to all 75 attendees through the folders they received at the event. In addition, the evaluation form was also e-mailed to all participants the day after the event. The purpose of the evaluation survey was not only for the American Heart Association to gain meaningful feedback on how they can improve future events, but to see if the symposium motivated intentions for change within the attendees that will be carried over to their health care organizations. The survey was confidential in nature, and the only identifier we requested asked if they were a MD, nurse, other, and if they had a specialty. Attendees were asked if the program objectives were met, if they would recommend the information they learned to their colleague(s) and requested their feedback on additional topics that should be evaluated in the future. Attendees were asked if the information they acquired was new to them, if the information will influence their practice moving forward, and if the information will assist them in improving patient outcomes. Attendees were also asked if the information gained from the symposium will motivate them to make changes in their practice, how committed they were to the changes, and to list any potential barriers that may prevent them from making changes. The complete evaluation form is located in Appendix C. 
Data was collected and reviewed nearly one month after the event, to ensure all responses had been received. All responses came in the form of “Google Forms”- a free platform that was used to create a survey that could easily be sent to attendees and would be simple to complete. The data were collected anonymously. 

4.0 	RESULTS
Out of the 75 attendees, 14 responded to the survey. Out of the 14 attendees that responded, 4 identified as an MD, 4 identified as a nurse, 1 worked in research, 2 were coordinators, 1 worked in health education, 1 identified as working in public health, and 1 was an EMT (Figure 6). Those surveyed were asked about their area of specialty, the responders of the survey specified CRNP Primary Care, Community Health Nurse, Family Medicine, Retired Psychiatric Nurse/ member of PBNIA and Gateway Medical, Nephrology (2), Nutrition, Obesity (2), Public Health (3) and 1 person did not list a specialty (Figure 7). 100% of those surveyed answered yes when asked if future activities on this subject matter are necessary or import in their practice. When asked what additional programs could be implemented through the American Heart Association, one person suggested a program teaching practical skills such as measuring blood pressure would be helpful. Some other responses included:
o	Alternative practices to lower blood pressure
o	Home blood pressure management/ measurement
o	Blood pressure management out of the office
o	Blood pressure management and community interventions
o	Social determinants of health
o	Best practices implemented in family medicine
o	Practices to reduce the number of uncontrolled HPT patients
o	How to refer patients to the mentioned community programs
o	Practical information that is easy to pass along to patients and families including knowing whether blood pressure is being measured correctly
o	 No response (4)

When asked what topics they would like to see offered in the future, responses included: blood pressure certification, an overview on the DASH (low-sodium) diet, social determinants of health, more focus on diet, community interventions and their impact on blood pressure management, best practices in family medicine, and how to use out of office blood pressure measurements. When asked about the extent to which identified program objectives were met, these were the responses:

Table 3. Program Evaluation Survey- Extent to which Program Objectives were met 
Objective	Outstanding	Good	Satisfactory	Fair	Poor
Learn how your practice or health center can use an evidence-based hypertension treatment protocol	5	8	1		
Identify and overcome common hurdles to patient blood pressure management	9	4	1		
Integrate use of a treatment algorithm based on blood pressure goals set according to scientific evidence, clinical judgment and patient tolerance emphasizing the importance of patient engagement	5	8	1		
Utilize materials that promote collaborative approaches to engage patients in their care and help get to their goal	7	7			
Comprehend team-based care options including health insurances and community-based organization's role in improving blood pressure control	7	7			
Those surveyed were asked if they would recommend this information to a friend, 92.8% reported “yes”, as one person did not respond to the question. Out of those that said yes, their reasons differed. Five of those who responded yes stated that the information was very useful and informative, one person emphasized that the information they learned in the symposium is not commonly distributed, making it even more important to learn. One person noted that they were disappointed in the number of folks who attended the symposium, and reported the symposium went over a lot of basic information that is critical to accurately assess patients and treat those with hypertension. The attendee then elaborated that engaging the entire “community” in the process enhances the potential for success. One person mentioned that they plan to use the information they learned at the symposium, specifically about Target: BP, when they speak to nursing students and various community organizations. Two people mentioned that it was interesting to learn about the barriers to accurate blood pressure measurement. One person mentioned that they have already started sharing the information they learned at the symposium by posting information in a simple graphic design at a family support center. When asked if the information learned at the symposium was new information, 21.4% responded mostly all the information they learned at the symposium was new information and 42.9% responded that more than half of the information was new to them. (Figure 8). All but one person responded “yes” in that the information presented to them will make a difference in their practice moving forward. The person that did not reply “yes” reported “maybe”. Over 50% of responders mentioned they will be more mindful of their technique with measuring blood pressure. When asked how committed the responders were in making changes in their practice, 61.5% reported they were very committed, 23.1% reported they were mostly committed, and 15.4% were moderately committed. No one responded that they were not committed to making positive changes within their practice (Figure 9). Attendees were asked if there were any existing barriers that will cause the prevention of making changes in their practice, 5 responded that no barriers exist. Some other responses included: patient and partner resistance, no dietician support, care team buy-in, financial constraints, time shortage in ambulance, obese patients and out of date equipment, and although the presentation seemed to be directed to physicians, much of it was applicable to much more diverse population of health care providers. Those surveyed were also asked (a) if the information presented at the symposium will help to improve patient care in their practice (71.4% answered yes, 14.3% responded maybe, and 14.3% answered no (Figure 10)), (b) if the presentations fulfilled their educational needs (92.9% answered yes and 7.1% answered no), and (c) to check all that apply in terms of how the information was presented, in which the results were: 42.9% responded that the information presented reinforced their current practice/habits, 85.7% responded that the information provided new ideas that they expect to use, 35.7% responded that the information will improve patient outcomes, and 78.6% responded that the information enhanced their current knowledge base. No one responded saying the information did not directly apply to their practice. At the end of the survey, some chose to leave additional comments and final thoughts regarding the symposium. Some responses indicated that they overall enjoyed the event, one person commented that they enjoyed learning from multiple experts in the field, one commented on the low attendance and another person commented on the fact that the program should have included Continuing Medical Education (CME) credits for RNs and MDs. Considering only 9% of attendees who participated in the blood pressure challenge measured blood pressure correctly, this demonstrated firsthand how common it is for blood pressure to be measured incorrectly. Three FQHCs registered for Target: BP as a result of this symposium, which will surely have a positive impact on the health outcomes of their patient populations.
4.1	LIMITATIONS 
The main limitation of the survey is that less than 19% of attendees responded to the survey. If we received more responses, we would have a clearer idea on the outcomes of the symposium and would measure effectiveness with more precision. It was also a limitation that we did not test blood pressure knowledge of attendees prior to the symposium. Although the majority of the attendees who responded to the survey reported that their knowledge increased from attending the symposium, it is unclear how much knowledge was gained, as their understanding of blood pressure control and measurement varies across their disciplines and experience levels. Selection bias was also a limitation in this survey, as only those who were interested in the event attended, in comparison to the entire target population of health care workers and physicians that were the intended audience. Selection bias also was a limitation considering not everyone who attended the symposium was interested in responding to the survey. The results in this survey also have low external validity considering the results should not be applied to different populations, settings, or time periods. The results that were found through this survey are not generalizable. The evaluation that was administered measured feelings about the symposium, as well as the interest in making change after attending the event.  

5.0 	CONCLUSION AND RECOMMENDATIONS 
All in all, the Target: BP Symposium in Pittsburgh, PA was a successful event. The 75 health care professionals who attended the event left with knowledge pertaining to blood pressure management, measurement, and existing resources that they can refer to throughout their careers. For another symposium to occur, it can be recommended that CME credits should be offered, as some responses in the survey inquired about educational requirements for future events and it may engage more participants. In order to increase the likelihood that attendees will submit an evaluation survey following the symposium, it can be recommended that an incentive should be considered. Those who respond to the survey could be offered a free educational opportunity from the American Heart Association in which the attendee’s staff and co-workers could benefit from information regarding blood pressure management and measurement. In addition, if sponsors are considered to assist in underwriting the cost for a repeat event, a sponsor may want to donate a tangible good that could be raffled off to symposium attendees that complete the evaluation survey. Additional metrics should also be considered for future repeat events. It would be beneficial to test to knowledge of basic blood pressure measurement skills, as well as other basic blood pressure knowledge including existing resources and tools, and management techniques, before the registrants attend the event and after the event. The same survey could also be administered following the event, in order to compare results and evaluate changes. It would also be beneficial to test attendee knowledge and ask follow-up questions six months after the event and one year after the event. Testing knowledge after six months and one year would ensure the knowledge obtained at the symposium was truly absorbed, and by following up on any changes made in their practices, we can study if the attendee is following through with their initial reactions to the symposium. Incentives should be considered to assist in motivating survey responses and time at the next event should be allocated to completing program evaluation surveys, to increase the likelihood that the survey will be completed. It would also be beneficial to ask one (or more) of the FQHCs that registered for Target: BP at the 2018 symposium to speak at the next symposium, or ask their permission to share their experience with the evidence-based program. Presenting health outcomes before and after Target: BP program implementation will help reinforce the message that the program is data-driven and will improve population health outcomes. 
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Figure 1. Blood Pressure Measurement Readings - The Stages of High Blood Pressure







Figure 2. Leading Causes of Death in Allegheny County
Source: Allegheny County Health Department. (2017) Chronic Disease Prevention. Accessed via web March 2018:  http://www.achd.net/chrond/ (​http:​/​​/​www.achd.net​/​chrond​/​​)          

Figure 3. Heart Disease Death Rates in the United States
Source: U.S. Department of Health & Human Services (2017). CDC. Division of Heart Disease and Stroke Prevention.  Heart Disease Death Rates, Total Population Ages 35+. Accessed via web March 2018: https://www.cdc.gov/dhdsp/maps/national_maps/hd_all.htm (​https:​/​​/​www.cdc.gov​/​dhdsp​/​maps​/​national_maps​/​hd_all.htm​) 


Figure 4. Cost of Care per Capita for Medicare Beneficiaries Diagnosed with Heart Disease









Figure 5. Illustration from JAMA “Medical Students Fall Short on Blood Pressure Check Challenge” 







































Figure 9. Target: BP Symposium Evaluation Survey- Commitment to make change in practice
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